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Abstract 26 
Elevated blood pressure in children is a significant risk factor for the development of 27 
cardiovascular disease in adulthood. We examined how children’s body mass index (BMI), 28 
physical activity and sedentary time at ages 9 and 11 are associated with blood pressure at age 29 
11. Data were from 1283 children from Bristol, UK, who participated in the study aged 11 30 
years, 797 of whom also participated in the study aged 9 years. Child height, weight and blood 31 
pressure were measured, and children wore accelerometers for five days, from which moderate-32 
to-vigorous-intensity physical activity and sedentary minutes per day were derived. Multiple 33 
imputation of missing data and adjusted linear and logistic regression models were used to 34 
examine associations. Child BMI at 11 years was cross-sectionally associated with higher 35 
systolic and diastolic blood pressure (mean difference [95% confidence interval]: 0.91 [0.32 to 36 
1.50] mm Hg and 1.08 [0.54 to 1.62] mm Hg, respectively, per standard deviation (SD) of 37 
BMI). BMI at age 9 was also positively associated with diastolic blood pressure at age 11 (1.16 38 
mmHg per two years [0.49 to 1.84], per SD of BMI). For girls, sedentary time at age 9 years 39 
was associated with increased odds of having high systolic blood pressure at age 11 (odds ratio: 40 
1.08 [1.01 to 1.16], per 10 minutes per day). There was no evidence of associations between 41 
sedentary time and blood pressure among boys. Similarly, there was little evidence that 42 
physical activity was associated with blood pressure in either cross-sectional or prospective 43 
analyses. Effective strategies are needed to prevent excess bodyweight among children in order 44 
to reduce cardiovascular disease risk. 45 
 46 
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 49 
 50 
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Introduction 51 
Elevated blood pressure in children is a significant risk factor for the development of 52 
cardiovascular disease in adulthood. Increasing numbers of children and young people are 53 
being diagnosed with hypertension [1-3], with global prevalence rates of at least 3% among 54 
asymptomatic children and adolescents [2]. Higher childhood blood pressure tracks through to 55 
adulthood [4] and is positively associated with the development of cardiovascular disease later 56 
in life and risk of premature mortality [5-10]. Globally, children are also more likely to be 57 
categorised as overweight or obese than ever before [11, 12]. In 2017-2018, approximately one 58 
third of eleven-year-olds in England were categorised as overweight, while one fifth were 59 
categorised as obese [11]. Children whose overweight and obesity persist into adulthood are at 60 
an increased risk of hypertension, type 2 diabetes, dyslipidemia, and carotid-artery 61 
atherosclerosis compared to children who are normal weight [13]. Available evidence has 62 
generally demonstrated strong positive associations between body mass index (BMI) and blood 63 
pressure in children and adolescents [14-24]. However, the majority of studies were cross-64 
sectional [15-19] or examined prospective associations with blood pressure measured at only 65 
a single time-point [21-24]. Prospective studies with blood pressure measures at baseline and 66 
follow-up, therefore enabling adjustment for baseline blood pressure, would be valuable to gain 67 
a better understanding of whether higher BMI is a risk factor for higher blood pressure in 68 
children. 69 
Trend data from the UK suggests that BMI explained ~15% of the increases in systolic 70 
blood pressure between 1980-2008, with associations weakening over time [14]. Thus, there is 71 
value in examining other factors that may be associated with the rising levels of blood pressure 72 
in children in recent years. Physical inactivity is positively associated with higher blood 73 
pressure and cardiovascular disease in adulthood [25, 26], and regular physical activity has the 74 
potential to lower blood pressure and reduce BMI among adults [26-28].  75 
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There is a lack of information about the association between physical activity and blood 76 
pressure in children. Several studies have reported inverse associations between physical 77 
activity and systolic and/or diastolic blood pressure, with most showing this association is 78 
independent of BMI [29-40]. It is proposed that physical activity produces more favourable 79 
vascular health profiles among children [38, 41]. In a review of the literature published in 2007 80 
[20], it was suggested that engaging in 40 minutes of moderate-to-vigorous-intensity physical 81 
activity (MVPA) on 3-5 days per week was required to improve vascular function and reduce 82 
blood pressure in obese children. However, other studies have reported no association between 83 
physical activity and blood pressure in children [24, 42-45]. The majority of studies to date 84 
were cross-sectional and used child or parental report of physical activity [31, 33, 36, 39, 41, 85 
43, 45], which may be subject to misclassification, particularly in relation to physical activity 86 
intensity and duration. We previously published cross-sectional analyses using baseline data 87 
from the present study, finding no association between physical activity and sedentary time 88 
with blood pressure in 9-year-old children [24]. Therefore, there is a need for more prospective 89 
studies with measures of objectively-assessed physical activity and sedentary time to further 90 
understand key determinants of variation in child blood pressure. 91 
In this study, we investigated the cross-sectional and prospective associations of BMI 92 
and accelerometer-assessed physical activity and sedentary time measured at age 9 and 11 with 93 
blood pressure at age 11. 94 
 95 
Methods 96 
Data used in the present study were from B-PROACT1V, a longitudinal study 97 
examining physical activity and sedentary behaviours of children and parents as children 98 
progress through primary school. The study has been described in detail elsewhere [46-49]. 99 
Briefly, in 2012-2013, data were collected from 1299 Year 1 children (median age: 6 years) 100 
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who were recruited from 57 schools in Bristol, UK, and the surrounding area. In 2015-2016, 101 
data were collected from 1223 Year 4 children (median age: 9 years) from 47 of the original 102 
schools. In 2017-2018, 50 of the original schools were re-recruited and data were collected 103 
from 1296 Year 6 children (median age: 11 years). In total, 2132 children participated, of whom 104 
958 participated at one time-point, 662 at two time-points, and 512 at three time-points. The 105 
current study used data from the 1283 children who provided at least two blood pressure 106 
measurements at age 11, since blood pressure was only measured at age 9 and 11, and the age 107 
9 blood pressure data have been presented previously [24]. This included 797 children who 108 
also participated in the study at age 9 years. Ethical approval for the study was granted from 109 
the School for Policy Studies Research Ethics Committee at the University of Bristol, and 110 
written parent consent was provided for both child and parent participation. 111 
Blood pressure 112 
Blood pressure was measured in the child’s school by trained fieldworkers using an 113 
Omron 907 Professional Blood Pressure Monitor [50] with a small or medium cuff (OMRON 114 
Corporation, Kyoto, Japan). After three minutes of rest, measurements were taken, using the 115 
appropriate cuff size, three times, one-minute apart, in the left arm while the child was seated. 116 
Of the 1296 children who participated at age 11, we have included 1283 (99%) children who 117 
provided at least two blood pressure measurements at age 11, in the current study. The mean 118 
of all available blood pressure measurements was used in the analyses. In our main analyses 119 
we examined associations with difference in mean blood pressure as a continuous variable. We 120 
also examined associations with high systolic and diastolic blood pressure, defined as the 121 
systolic or diastolic blood pressure that was 95th percentile using US children’s age, sex and 122 
height standardized blood pressure references [51]. US reference charts were used because of 123 
the lack of such population references for UK children. 124 
Body mass index 125 
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Children’s weight and height were measured at the children’s schools by trained 126 
fieldworkers. Weight was measured using a SECA 899 digital scale to the nearest 0.1kg, and 127 
height was measured using a SECA Leicester stadiometer to the nearest 0.1cm (HAB 128 
International, Northampton). BMI was derived as weight (kg)/height (m2) and converted to an 129 
age- and sex-specific standard deviation score based on UK 1990 growth centiles [52].  130 
Accelerometer-assessed physical activity 131 
MVPA and sedentary time of children were measured using ActiGraph wGT3X-BT 132 
(Pensacola, FL, USA) accelerometers. Children were asked to wear an accelerometer on their 133 
waist during all hours they were awake for five consecutive days, including weekend days. 134 
Accelerometer data were processed using Kinesoft (v3.3.75; Kinesoft, Saskatchewan, Canada). 135 
At least three valid days of data were required for inclusion in analysis, and a valid day was 136 
defined as 500 minutes of data, after excluding intervals of 60 minutes of zero counts (for 137 
the latter allowing up to two minutes of interruptions during the 60 minutes). The Evenson [53] 138 
population-specific cut points for children were used to derive the average number of MVPA 139 
and sedentary minutes per day. 140 
Observed confounders 141 
Of the data available in this study we considered child’s sex, age and height, household 142 
socioeconomic position and parental history of high blood pressure as key confounders given 143 
their known influences on BMI, physical activity, sedentary behaviour and blood pressure. 144 
Dietary factors are likely to influence blood pressure, but we did not have information on this. 145 
Parental behaviours, such as smoking and alcohol consumption, may be mimicked by their 146 
children and hence they (or these behaviours in the child) may also confound the associations 147 
we are exploring. We considered that at age 9-11 years very few children would be smoking 148 
or drinking alcohol to an extent that would influence their blood pressure, and so did not 149 
consider these further. At least one of the children’s parents were recruited to the study. Parents 150 
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completed a questionnaire requesting information about their child’s sex and date of birth. 151 
Where the child’s date of birth was missing (8.4% of children), the median age was assigned 152 
(11.0 years at Year 6). While replacing missing data with average sample values can introduce 153 
bias, as children were from a single school year we felt this was appropriate. Parents were also 154 
asked if either of the child’s biological parents had ever been informed that they had high blood 155 
pressure. As indicators of socioeconomic position, parents were asked to report the highest 156 
level of education in the home, with the following response options: ‘up to GCSEs/ GCEs/ O 157 
Levels or equivalent’ (qualifications usually obtained in several subjects at age 16, the 158 
minimum legal education leaving age in the UK up to 2015), ‘A Levels/ NVQs/ GNVQs’ 159 
(qualifications usually obtained at age 18), ‘Degree/ Diploma/ HNC/ HND or equivalent’ and 160 
‘Postgraduate degree (MSc, PhD)’. This was combined across time-points to produce a single 161 
indicator of highest household education. 162 
Statistical analysis 163 
Means and proportions were used to examine the characteristics of the cross-sectional 164 
and prospective samples. Linear regression models were used to examine the cross-sectional 165 
associations between the child’s BMI z-score, MVPA and sedentary time and systolic and 166 
diastolic blood pressure at age 11. Linear regression models were also used to examine the 167 
prospective associations between BMI, MVPA and sedentary time at age 9 and systolic and 168 
diastolic blood pressure at age 11. Model 1 was unadjusted and in the prospective models, we 169 
adjusted for baseline (age 9 years) levels of blood pressure (systolic or diastolic respectively). 170 
In Model 2, we additionally adjusted for highest household education, child age and height, 171 
child sex (for models with all children), parent reported high blood pressure, BMI z-score (for 172 
activity measures), and accelerometer wear time (for activity measures). Due to a previous 173 
study that used B-PROACT1V data finding a negative association between MVPA and BMI 174 
as children age [50], the models with activity measures were adjusted for BMI z-score to 175 
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examine the independent effect of physical activity on blood pressure. Logistic regression 176 
models were used to explore cross-sectional and prospective associations with odds of having 177 
high systolic and diastolic blood pressure. We undertook all analyses with girls and boys 178 
combined and explored differences between them by running analyses separately and exploring 179 
evidence for statistical interaction between sex and each exposure. To account for children 180 
being recruited via schools, robust standard errors, which took account of the school-level 181 
clustering, were used for all models. All analyses were performed using Stata version 15.0 182 
(StataCorp, 2015).  183 
Dealing with missing data  184 
Among the 1283 children who were eligible for inclusion in the cross-sectional and the 185 
797 eligible for the prospective analyses, there were small amounts of missing data for risk 186 
factors, and/or confounders (Table 1). This varied from 0 (e.g., for child blood pressure at age 187 
11, child age and sex) to 17.2% (for parental high blood pressure reported at age 11) in the 188 
cross-sectional analyses and 14.8% (for parental high blood pressure reported at age 9) in the 189 
prospective analyses. To enable us to include information from all study participants in our 190 
analysis, and thus potentially increase statistical power and minimise selection bias, we used 191 
multiple imputation of missing data using chained equations. Imputation was completed 192 
separately for cross-sectional and prospective analyses. Thus, for the cross-sectional analyses 193 
we imputed data for the 1283 children who participated at age 11 and provided at least two 194 
blood pressure measurements. For prospective analyses, which examined associations between 195 
BMI, physical activity or sedentary time at age 9 with blood pressure at age 11, we imputed to 196 
the 797 children who took part at both time points. 197 
All child accelerometer measures, measurements of blood pressure, and characteristics 198 
that were potential predictors of missingness (child age, sex, BMI, highest household 199 
education, parental high blood pressure, and the child’s school) at either year, were included 200 
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in the multiple imputation models. Children’s classification of high systolic and diastolic blood 201 
pressure were imputed passively. Twenty imputed datasets were created using 20 cycles of 202 
regression switching and combined regression coefficients across imputed datasets using 203 
Rubin’s rules [54].  204 
Regression analyses were repeated restricting to children who had complete data on all 205 
exposures, outcomes and covariables in cross-sectional and prospective analyses (N= 1025 and 206 
655 respectively). The results were very similar between the main analyses with multiple 207 
imputed datasets and the complete case analyses for both cross-sectional and prospective 208 
analyses and, therefore, the results of the complete case analyses are not presented but are 209 
available from the authors on request. 210 
 211 
Results 212 
The characteristics of children who provided at least two measures of blood pressure at 213 
age 11, and the subset who additionally took part at age 9, in the observed and imputed datasets 214 
are shown in Table 1. The subset that took part in both years were comparable to the whole age 215 
11 sample, and in both years the distributions of all characteristics were very similar in imputed 216 
and observed data. The mean systolic blood pressure for 11-year-old children was 104.65 mm 217 
Hg (7.8% had high systolic blood pressure) and mean diastolic blood pressure was 68.70 mm 218 
Hg (10.7% had high diastolic blood pressure).219 
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Table 1. Characteristics of the children who participated in the study at age 11 years, and those who participated at both age 9 and age 220 
11 years in the observed and multiple imputation data 221 
 Children who participated at age 11 Children who participated at ages 9 and 11  
 Observed data  Imputed (N=1283) Observed data Imputed (N=797) 
Characteristic N Mean (SD) or % Mean (SD) or % N  Mean (SD) or % Mean (SD) or % 
Systolic blood pressure at age 11 (mm Hg) 1283 104.65 (10.91) 104.65 (10.91) 797 104.60 (10.96) 104.60 (10.96) 
Diastolic blood pressure at age 11 (mm Hg) 1283 68.70 (9.52) 68.70 (9.52) 797 68.72 (9.59) 68.72 (9.59) 
High systolic blood pressure at age 11 1283   797   
 No   92.2% 92.2%  92.3% 92.3% 
 Yes  7.8% 7.8%  7.7% 7.7% 
High diastolic blood pressure at age 11 1283   797   
 No   89.3% 89.3%  89.1% 89.1% 
 Yes  10.7% 10.7%  10.9% 10.9% 
Body mass index (z-score) at age 11 1279 0.35 (1.16) 0.35 (1.16) 795 0.32 (1.18) 0.32 (1.18) 
MVPA (mins/day) at age 11 1229 58.13 (22.52) 58.11 (22.56) 772 57.94 (22.38) 57.84 (22.47) 
Sedentary (mins/day) at age 11 1229 464.40 (68.66) 464.49 (68.86) 772 462.73 (66.07) 462.79 (66.28) 
Highest household education 1180   773   
 Up to GCSE/O level  20.5% 20.8%  19.0% 19.1% 
 A level/ NVQ   26.2% 26.3%  26.0% 26.0% 
 Degree/ HND   36.6% 36.3%  37.8% 37.7% 
 Higher degree (MSc/PhD)   16.7% 16.6%  17.2% 17.2% 
Parent/s had high blood pressure 1062   679   
 No  83.9% 83.3%  84.5% 83.7% 
 Yes  16.1% 16.7%  15.5% 16.3% 
Systolic blood pressure at age 9 (mm Hg) - - - 786 106.22 (12.12) 106.05 (11.70) 
Diastolic blood pressure at age 9 (mm Hg) - - - 786 70.64 (11.17) 70.50 (10.74) 
High systolic blood pressure at age 9    786   
 No - - -  86.1% 86.5% 
 Yes - - -  13.9% 13.5% 
High diastolic blood pressure at age 9    786   
 No - - -  80.5% 81.0% 
 Yes - - -  19.5% 19.0% 
Body mass index (z-score) at age 9 - - - 796 0.29 (1.06) 0.30 (1.06) 
MVPA (mins/day) at age 9 - - - 760 62.44 (22.52) 62.21 (22.57) 
Sedentary (mins/day) at age 9 - - - 760 431.89 (60.44) 433.22 (60.64) 
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BMI and blood pressure 222 
The cross-sectional associations of BMI with systolic and diastolic blood pressure at 223 
age 11 are shown in Table 2. A one standard deviation increase in BMI was associated with 224 
increases of 0.91 and 1.08 mm Hg for systolic and diastolic blood pressure, respectively, in the 225 
confounder-adjusted models. The positive associations between BMI and systolic blood 226 
pressure were stronger among boys than girls. There was also some evidence to suggest that 227 
BMI at age 11 was associated with increased odds of having high systolic blood pressure 228 
among boys, but not in girls or in the overall sample (Table 3). A one standard deviation 229 
increase in BMI was associated with 27% increased odds of high diastolic blood pressure in 230 
the overall sample. Evidence for associations between BMI and odds of having high diastolic 231 
blood pressure were stronger among girls than boys. 232 
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Table 2. Cross-sectional associations of body mass index, physical activity and sedentary time with blood pressure at age 11 in the 233 
imputed data (N=1283) 234 
 Model 1 is adjusted for clustering at the school level; Model 2 is additionally adjusted for child age and height at the age 11 data collection, 235 
child sex (for models with all children), highest household education, parental high blood pressure, BMI z-score (for activity variables) and 236 
accelerometer wear time (for activity variables).  237 
Exposure Systolic blood pressure (mm Hg) at age 11 Diastolic blood pressure (mm Hg) at age 11 
Coefficient (95% Confidence Interval) Coefficient (95% Confidence Interval) 
 All (N=1283) Boys (N=611) Girls (N=672) All (N=1283) Boys (N=611) Girls (N=672) 
BMI z-score at age 11 (per 
SD of BMI) 
    
 Model 1 1.30 (0.75 to 1.84) 1.53 (0.66 to 2.39) 1.09 (0.36 to 1.82) 1.15 (0.67 to 1.63) 1.11 (0.28 to 1.94) 1.20 (0.66 to 1.74) 
 Model 2 0.91 (0.32 to 1.50) 1.21 (0.28 to 2.15) 0.62 (-0.19 to 1.42) 1.08 (0.54 to 1.62) 1.10 (0.21 to 2.00) 1.00 (0.35 to 1.64) 
P value for sex 
interaction 
0.43 
  
0.99 
  
MVPA at age 11          
(per 10 mins/day) 
    
 Model 1 0.07 (-0.25 to 0.38) 0.12 (-0.28 to 0.52) -0.06 (-0.48 to 0.36) -0.15 (-0.45 to 0.15) 0.06 (-0.33 to 0.45) -0.26 (-0.66 to 0.14) 
 Model 2 0.15 (-0.17 to 0.47) 0.29 (-0.10 to 0.68) -0.03 (-0.45 to 0.40) 0.05 (-0.24 to 0.33) 0.19 (-0.18 to 0.56) -0.14 (-0.55 to 0.26) 
P value for sex 
interaction 
0.45   0.23   
Sedentary time at age 11 (per 
10 mins/day) 
    
 Model 1 -0.03 (-0.15 to 0.09) -0.08 (-0.22 to 0.06) 0.03 (-0.13 to 0.19) 0.02 (-0.07 to 0.12) -0.01 (-0.12 to 0.10) 0.04 (-0.10 to 0.18) 
 Model 2 -0.01 (-0.18 to 0.15) -0.08 (-0.29 to 0.13) 0.05 (-0.14 to 0.23) 0.08 (-0.05 to 0.21) 0.01 (-0.16 to 0.17) 0.15 (-0.03 to 0.33) 
P value for sex 
interaction 
0.34   0.56   
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Table 3. Cross-sectional associations of body mass index, physical activity and sedentary time with odds of high systolic and diastolic 238 
blood pressure at age 11 in the imputed data (N=1283) 239 
Exposure High systolic blood pressure at age 11 High diastolic blood pressure at age 11 
Odds Ratio (95% Confidence Interval) Odds Ratio (95% Confidence Interval) 
 All (N=1283) Boys (N=611) Girls (N=672) All (N=1283) Boys (N=611) Girls (N=672) 
BMI z-score at age 11 (per SD 
of BMI) 
    
 Model 1 1.13 (0.98 to 1.30) 1.20 (0.96 to 1.51) 1.08 (0.89 to 1.30) 1.25 (1.06 to 1.47) 1.21 (0.92 to 1.60) 1.28 (1.06 to 1.54) 
 Model 2 1.13 (0.97 to 1.32) 1.32 (1.06 to 1.66) 1.00 (0.80 to 1.24) 1.27 (1.05 to 1.53) 1.28 (0.94 to 1.73) 1.24 (1.01 to 1.53) 
P value for sex 
interaction 
0.38 
  
0.84 
  
MVPA at age 11          (per 10 
mins/day) 
    
 Model 1 0.94 (0.85 to 1.04) 0.99 (0.88 to 1.12) 0.88 (0.76 to 1.03) 0.96 (0.89 to 1.03) 1.01 (0.90 to 1.12) 0.96 (0.84 to 1.08) 
 Model 2 0.96 (0.86 to 1.06) 1.02 (0.90 to 1.17) 0.90 (0.77 to 1.05) 1.01 (0.94 to 1.10) 1.05 (0.93 to 1.17) 0.98 (0.87 to 1.12) 
P value for sex 
interaction 
0.26   0.58   
Sedentary time at age 11 (per 
10 mins/day) 
    
 Model 1 1.01 (0.97 to 1.04) 1.00 (0.96 to 1.05) 1.01 (0.96 to 1.05) 0.99 (0.97 to 1.02) 0.99 (0.96 to 1.02) 0.99 (0.96 to 1.03) 
 Model 2 1.03 (0.98 to 1.08) 1.01 (0.95 to 1.08) 1.04 (0.98 to 1.10) 1.01 (0.97 to 1.04) 1.00 (0.95 to 1.05) 1.01 (0.96 to 1.06) 
P value for sex 
interaction 
0.98   0.97   
Model 1 is adjusted for clustering at the school level; Model 2 is additionally adjusted for child age and height at the age 11 data collection, child 240 
sex (for models with all children), highest household education, parental high blood pressure, BMI z-score (for activity variables) and 241 
accelerometer wear time (for activity variables). 242 
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 In the prospective models, BMI at age 9 was positively associated with diastolic blood 243 
pressure at age 11 in the overall sample and for girls, but not boys (Table 4). A one standard 244 
deviation increase in BMI at age 9 was associated with a 1.36 mm Hg increase in diastolic 245 
blood pressure at age 11 for girls. There was some evidence for a positive association between 246 
BMI at age 9 and systolic blood pressure at age 11 in the unadjusted model, but this association 247 
was not evident in the adjusted model. In the prospective models for odds of having high blood 248 
pressure, BMI at age 9 was associated with increased odds of having high diastolic blood 249 
pressure at age 11 in the overall sample and for girls (30% and 32% respectively, Table 5). 250 
There was no evidence for associations between BMI at age 9 and odds of having high systolic 251 
blood pressure at age 11, or with high diastolic blood pressure at age 11 among boys. 252 
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Table 4. Prospective associations of body mass index, physical activity and sedentary time at age 9 with blood pressure at age 11 in the 253 
imputed data (N=797) 254 
Exposure Systolic blood pressure (mm Hg) at age 11 Diastolic blood pressure (mm Hg) at age 11 
Coefficient (95% Confidence Interval) Coefficient (95% Confidence Interval) 
 All (N=797) Boys (N=355) Girls (N=442) All (N=797) Boys (N=355) Girls (N=442) 
BMI z-score at age 9 (per 
SD of BMI) 
    
 Model 1 0.98 (0.16 to 1.80) 1.05 (-0.19 to 2.29) 0.90 (-0.03 to 1.84) 1.18 (0.62 to 1.74) 0.83 (-0.12 to 1.78) 1.44 (0.77 to 2.10) 
 Model 2 0.71 (-0.13 to 1.56) 0.79 (-0.55 to 2.12) 0.57 (-0.42 to 1.55) 1.16 (0.49 to 1.84) 0.85 (-0.24 to 1.93) 1.36 (0.59 to 2.13) 
P value for sex 
interaction 
0.70   0.33   
MVPA at age 9         (per 10 
mins/day) 
    
 Model 1 0.24 (-0.11 to 0.59) 0.30 (-0.22 to 0.82) 0.24 (-0.25 to 0.74) -0.02 (-0.33 to 0.29) -0.004 (-0.46 to 0.45) 0.20 (-0.37 to 0.76) 
 Model 2 0.22 (-0.15 to 0.59) 0.32 (-0.19 to 0.84) 0.13 (-0.35 to 0.61) 0.03 (-0.28 to 0.35) 0.008 (-0.44 to 0.46) 0.09 (-0.41 to 0.59) 
P value for sex 
interaction 
0.73 
  
0.85 
  
Sedentary time at age 9 (per 10 
mins/day) 
    
 Model 1 0.03 (-0.09 to 0.15) -0.06 (-0.24 to 0.12) 0.12 (-0.05 to 0.29) 0.12 (0.002 to 0.24) 0.09 (-0.08 to 0.26) 0.13 (-0.03 to 0.29) 
 Model 2 -0.02 (-0.21 to 0.17) -0.11 (-0.38 to 0.15) 0.08 (-0.16 to 0.33) 0.06 (-0.14 to 0.25) 0.04 (-0.23 to 0.31) 0.09 (-0.14 to 0.32) 
P value for sex 
interaction 
0.23 
  
0.54 
  
Model 1 is adjusted for systolic and diastolic blood pressure (respectively) at age 9 and for clustering at the school level; Model 2 is additionally 255 
adjusted for child age and height at the age 9 data collection, child sex (for models with all children), highest household education, parental high 256 
blood pressure, BMI z-score at age 9 (for activity variables) and accelerometer wear time at age 9 (for activity variables).  257 
 258 
 259 
 260 
 261 
 262 
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Table 5. Prospective associations of body mass index, physical activity and sedentary time at age 9 with odds of high systolic and 263 
diastolic blood pressure at age 11 in the imputed data (N=797) 264 
Exposure High systolic blood pressure at age 11 High diastolic blood pressure at age 11 
Odds Ratio (95% CI) Odds Ratio (95% CI) 
 All (N=797) Boys (N=355) Girls (N=442) All (N=797) Boys (N=355) Girls (N=442) 
BMI z-score at age 9 
(per SD of BMI) 
    
 Model 1 1.12 (0.89 to 1.40) 1.06 (0.81 to 1.39) 1.15 (0.83 to 1.58) 1.30 (1.10 to 1.53) 1.15 (0.84 to 1.58) 1.38 (1.13 to 1.67) 
 Model 2 1.11 (0.86 to 1.43) 1.12 (0.83 to 1.53) 1.07 (0.76 to 1.51) 1.30 (1.06 to 1.59) 1.20 (0.82 to 1.76) 1.32 (1.04 to 1.68) 
P value for sex 
interaction 
0.79 
  
0.53 
  
MVPA at age 9          
(per 10 mins/day) 
    
 Model 1 1.04 (0.92 to 1.17) 1.15 (0.92 to 1.43) 0.97 (0.81 to 1.15) 1.04 (0.92 to 1.16) 0.98 (0.80 to 1.20) 1.17 (1.00 to 1.38) 
 Model 2 1.04 (0.91 to 1.19) 1.17 (0.95 to 1.44) 0.92 (0.78 to 1.08) 1.06 (0.95 to 1.19) 0.99 (0.83 to 1.19) 1.13 (0.97 to 1.31) 
P value for sex 
interaction 
0.19   0.27   
Sedentary time at age 9 (per 
10 mins/day) 
    
 Model 1 1.03 (0.99 to 1.07) 0.99 (0.93 to 1.05) 1.07 (1.02 to 1.13) 1.03 (1.00 to 1.06) 1.01 (0.96 to 1.06) 1.04 (1.00 to 1.07) 
 Model 2 1.02 (0.96 to 1.09) 0.96 (0.86 to 1.06) 1.08 (1.01 to 1.16) 1.00 (0.94 to 1.06) 1.01 (0.92 to 1.10) 1.00 (0.93 to 1.07) 
P value for sex 
interaction 
0.03   0.32   
Model 1 is adjusted for systolic and diastolic blood pressure (respectively) at age 9 and for clustering at the school level; Model 2 is additionally 265 
adjusted for child age and height at the age 9 data collection, child sex (for models with all children), highest household education, parental high 266 
blood pressure, BMI z-score at age 9 (for activity variables) and accelerometer wear time at age 9 (for activity variables).  267 
 17 
Physical activity and blood pressure 268 
In the cross-sectional models, there was no strong evidence for associations between 269 
MVPA or sedentary time with systolic or diastolic blood pressure (Table 2), or odds of having 270 
high systolic or diastolic blood pressure (Table 3), in any of the models. In the prospective 271 
analyses, there was weak evidence for a positive association between sedentary time at age 9 272 
and diastolic blood pressure at age 11, but this association was only evident in the unadjusted 273 
model (Table 4). For girls, MVPA at age 9 was associated with increased odds of having high 274 
diastolic blood pressure at age 11 in the unadjusted model only (Table 5). Similarly, there was 275 
evidence for a positive association between sedentary time at age 9 and odds of having high 276 
systolic blood pressure at age 11 among girls in both models. There was also weak evidence 277 
(unadjusted model only) that sedentary time at age 9 was associated with increased odds of 278 
having high diastolic blood pressure at age 11 in the overall sample and among girls, but not 279 
boys. 280 
 281 
Discussion 282 
In this study, we found small, but consistent, cross-sectional and prospective 283 
associations of higher BMI with higher mean diastolic blood pressure and the likelihood of 284 
having high diastolic blood pressure. Prospectively, a one standard deviation increase in BMI 285 
at age 9 was associated with an increase of 1.16 mm Hg for diastolic blood pressure at age 11, 286 
as well as 30% increased odds of high diastolic blood pressure at that age. These associations 287 
were stronger in girls compared to boys. For systolic blood pressure, the association with BMI 288 
was only evident in the cross-sectional models at age 11. There was only very weak evidence 289 
that children’s physical activity or sedentary time at age 9 were prospectively associated with 290 
blood pressure at age 11 years. These findings suggest that while greater BMI during middle 291 
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childhood may influence the future risk of higher diastolic blood pressure, interventions aimed 292 
at increasing physical activity and reducing sedentary time are unlikely to impact the 293 
development of cardiovascular disease risk during childhood. Whereas, interventions to reduce 294 
BMI, or prevent high BMI, have the potential to impact children’s blood pressure. The findings 295 
also suggest that childhood BMI might be a more important risk factor for higher diastolic than 296 
systolic blood pressure. 297 
This study adds prospective evidence, with blood pressure measured at two time-points, 298 
and therefore the ability to adjust for baseline blood pressure, to the existing cross-sectional 299 
and prospective studies suggesting that there is a positive association between BMI and blood 300 
pressure among children [15-24]. A cross-sectional study with 3923 children aged 6-11 years 301 
from southern Italy found BMI and waist circumference z-scores were positively associated 302 
with blood pressure [16]. Another cross-sectional study of 1432 twelve-year-olds found a high 303 
BMI and large waist circumference (above the 90th percentile) were associated with higher 304 
systolic and diastolic blood pressure levels and adverse blood cholesterol levels [22]. These 305 
studies highlight the potential usefulness of both BMI and waist circumference measures for 306 
identifying those at risk of future adverse cardiovascular risk profiles. A large prospective study 307 
of 5235 children also from Bristol, UK (Avon Longitudinal Study of Parents and Children 308 
(ALSPAC)), found a one standard deviation (SD) increase in BMI at age 9-12 years was 309 
associated with an increased risk of high systolic blood pressure (≥130mm Hg) at age 15-16 in 310 
girls (odds ratio (OR): 1.23, 95% confidence interval (CI): 1.10 to 1.38) and boys (OR: 1.24, 311 
95% CI: 1.13 to 1.37) [21]. However, they found no evidence for associations between BMI 312 
and high diastolic blood pressure [21], which is contrary to our findings at somewhat younger 313 
ages of an association with diastolic but not systolic blood pressure. This difference may be 314 
due to chance or to differences in age or birth cohort; children in the current cohort were born 315 
in 2006-2007, while the ALSPAC participants were born in the 1990s, when population levels 316 
 19 
of childhood obesity were lower [55]. The prospective associations between BMI with high 317 
diastolic blood pressure in the present study were greater in magnitude than the previously 318 
published study of cross-sectional associations at age 9 in the same cohort (B-PROACT1V), 319 
using the equivalent definition of high blood pressure and the same confounders [24]. This 320 
suggests that excessive weight during childhood may be progressively associated with risk of 321 
elevated diastolic blood pressure as children age, and this may be particularly the case for girls. 322 
With replication and additional causal evidence, for example from methods such as within 323 
sibship analyses or Mendelian randomization, this would suggest that effective obesity 324 
prevention interventions, especially those that target girls, are needed from an early age. 325 
However, it is also possible that the somewhat weaker association in the earlier cross sectional 326 
analyses are chance findings. 327 
In the current study, only one physical activity or sedentary time variable was 328 
associated with blood pressure in the adjusted models. For girls, sedentary time at age 9 was 329 
positively associated with the odds of having high systolic blood pressure at age 11 (OR: 1.08, 330 
95% CI: 1.01 to 1.16), but the evidence of association was weak and there was no association 331 
for boys, in the overall sample, or with blood pressure measured as a continuous variable. In 332 
contrast to our lack of association between physical activity and blood pressure, a study from 333 
Birmingham, UK (cross-sectional analyses: N=512; two-year follow-up prospective analyses: 334 
N=427), found total physical activity was inversely associated with diastolic blood pressure 335 
cross-sectionally and prospectively; there was not strong evidence of association with systolic 336 
blood pressure in either analysis [38]. Similarly, a cross-sectional study examining the 337 
cardiovascular health of 2049 9-to-10-year-old children from three UK cities, found total 338 
physical activity level was inversely associated with lower diastolic blood pressure, but no 339 
evidence for an association with systolic blood pressure [30]. The contrast in findings between 340 
these studies and the current study may be due to the differences between cohorts. The 341 
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Birmingham participants were younger at baseline (mean age 6.5 years, range 5.4-7.8 years) 342 
and predominantly from a South Asian background [38], and the multi-city sample were also 343 
more ethnically diverse [30] compared to the current study. In an earlier B-PROACT1V study 344 
[24], there was no evidence that physical activity or sedentary time at 6 or 9 years were cross-345 
sectionally or prospectively associated with systolic or diastolic blood pressure at 9 years. The 346 
present study adds to this evidence, demonstrating a lack of strong evidence of association 347 
between physical activity and sedentary time with blood pressure at 11 years within the same 348 
cohort. These findings are in line with a Danish study that examined the cross-sectional 349 
associations between objectively-assessed physical activity and metabolic syndrome among 350 
589 8-10 year-old-children [44]. The study found no evidence of an association between 351 
physical activity and systolic or diastolic blood pressure [44]. The conflicting findings in the 352 
literature suggest that other risk factors for higher blood pressure (e.g., BMI, genetic 353 
influences) may be more important than physical activity in primary school aged children. They 354 
also suggest that interventions to reduce BMI via physical activity and sedentary behaviour 355 
may not directly reduce blood pressure in children. 356 
In adults, a 2 mm Hg reduction in blood pressure is associated with a 6% reduction in 357 
coronary heart disease and a 15% reduction in stroke-related events [56]. In the present study, 358 
the cross-sectional differences in systolic and diastolic blood pressure per standard deviation 359 
of BMI were small (0.91 and 1.08 mm Hg, respectively), suggesting that relatively large 360 
reductions in BMI are needed to reduce cardiovascular disease risk. The findings do indicate 361 
that measuring BMI in primary-school children is a suitable and relatively low-cost measure 362 
(compared to estimating body composition using dual energy x-ray absorptiometry) for 363 
identifying those at risk of future adverse cardiovascular risk profiles. Prevention strategies are 364 
needed to shift the population distribution of childhood adiposity downwards. 365 
Strengths and limitations 366 
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Strengths of this study include the measurement of blood pressure at two ages in 367 
childhood, and the objective measurements of BMI and physical activity (via accelerometers), 368 
allowing us to examine cross-sectional and prospective associations of these exposures at ages 369 
9 and 11 years with blood pressure at age 11. Multiple imputation of missing data was used to 370 
increase precision and reduce selection bias in our coefficient estimates [57]. Findings in the 371 
imputed data were consistent with the complete case analyses. Due to the observational nature 372 
of the study, we were unable to exclude residual confounding, for example by dietary factors 373 
such as salt, sugar or fat intake. Low birth weight is also associated with high blood pressure 374 
later in life, but this information was not available in the present study [58]. The study sample 375 
was relatively homogenous, primarily of White British origin from one area of the UK, which 376 
limits the ability to extrapolate to other ethnic groups in more diverse areas of the UK. 377 
 378 
Conclusions 379 
The findings of the present study strengthen existing evidence suggesting that BMI may 380 
be a risk factor in the development of high diastolic blood pressure during childhood. 381 
Conversely, the amount of time that predominantly White British primary school aged children 382 
spend being physically active or sedentary does not appear to be strongly associated with blood 383 
pressure. These results suggest that interventions to prevent excessive bodyweight may be 384 
important in the prevention of cardiovascular disease risk during childhood. Current evidence 385 
is limited on the effectiveness of physical activity interventions on BMI [59], and our results 386 
suggest targeting this may not directly reduce blood pressure, therefore, future obesity 387 
prevention initiatives should target multiple components (e.g., physical activity, nutrition, and 388 
emotional well-being), rather than focus on increasing physical activity in isolation. 389 
 390 
 22 
Acknowledgements 391 
We would like to thank all of the families and schools that have taken part in the B- 392 
PROACT1V project. We would also like to thank all current and previous members of the 393 
research team who are not authors on this paper.  394 
 395 
 396 
References 397 
1. Ostchega Y, Carroll M, Prineas RJ, McDowell MA, Louis T, Tilert T. Trends of 398 
elevated blood pressure among children and adolescents: data from the National Health 399 
and Nutrition Examination Survey 1988-2006. Am J Hypertens. 2009;22: 59-67. 400 
2. Falkner B. Hypertension in children and adolescents: epidemiology and natural history. 401 
Pediatr Nephrol. 2010;25: 1219-1224. 402 
3. National Heart Lung and Blood Institute. Expert Panel on Integrated Guidelines for 403 
Cardiovascular Health and Risk Reduction in Children and Adolescents, U.S. 404 
Department of Health and Human Services, National Institutes of Health: Bethesda, 405 
MD. 2012: Summary report. 406 
4. Chen X, Wang Y. Tracking of blood pressure from childhood to adulthood: a 407 
systematic review and meta-regression analysis. Circulation. 2008;117: 3171-3180. 408 
5. Franks PW, Hanson RL, Knowler WC, Sievers ML, Bennett PH, Looker HC. 409 
Childhood obesity, other cardiovascular risk factors, and premature death. N Engl J 410 
Med. 2010;362: 485-493. 411 
6. Mahoney LT, Burns TL, Stanford W, Thompson BH, Witt JD, Rost CA, et al. Coronary 412 
risk factors measured in childhood and young adult life are associated with coronary 413 
 23 
artery calcification in young adults: the Muscatine Study. J Am Coll Cardiol. 1996;27: 414 
277-284. 415 
7. Lurbe E, Ingelfinger JR. Blood pressure in children and adolescents: current insights. J 416 
Hypertens. 2016;34: 176-183. 417 
8. Oikonen M, Nuotio J, Magnussen CG, Viikari JSA, Taittonen L, Laitinen T, et al. 418 
Repeated blood pressure measurements in childhood in prediction of hypertension in 419 
adulthood. Hypertens. 2016;67: 41-47. 420 
9. Raitakari OT, Juonala M, Kahonen M, Taittonen L, Laitinen T, Maki-Torkko N, et al. 421 
Cardiovascular risk factors in childhood and carotid artery intimi-media thickness in 422 
adulthood: The cardiovascular risk in young finns study. JAMA. 2003;290: 2277-2283. 423 
10. Berenson GS. Childhood risk factors predict adult risk associated with subclinical 424 
cardiovascular disease. The Bogalusa heart study. Am J Cardiol. 2002;90: 3L-7L. 425 
11. NHS Digital. Statistics on Obesity, Physical Activity and Diet, England, 2019. NHS 426 
Digital. 2019. 427 
12. World Health Organization. Obesity and overweight fact sheet. World Health 428 
Organization. 2018. 429 
13. Juonala M, Magnussen CG, Berenson GS, Venn A, Burns TL, Sabin MA, et al. 430 
Childhood adiposity, adult adiposity, and cardiovascular risk factors. N Engl J Med. 431 
2011;365: 1876-1885. 432 
14. Peters H, Whincup PH, Cook DG, Law C, Li L. Trends in blood pressure in 9 to 11-433 
year-old children in the United Kingdom 1980-2008: the impact of obesity. J 434 
Hypertens. 2012;30(9): 1708-1717. 435 
15. Lurbe E, Alvarez V, Liao Y, Tacons J, Cooper R, Cremades B, et al. The impact of 436 
obesity and body fat distribution on ambulatory blood pressure in children and 437 
adolescents. Am J Hypertens. 1998;11(4 pt 1): 418-424. 438 
 24 
16. Barba G, Troiano E, Russo P, Strazzullo P, Siani A. Body mass, fat distribution and 439 
blood pressure in southern Italian children: Results of the ARCA project. Nutr Metab 440 
Cardiovas. 2006;16: 239-248. 441 
17. Charakida M, Jones A, Falaschetti E, Khan T, Finer N, Sattar N, et al. Childhood 442 
obesity and vascular phenotypes: a population study. J Am Coll Cardiol. 2012;60: 443 
2643-2650. 444 
18. Falaschetti E, Hingorani AD, Jones A, Charakida M, Finer N, Whincup P, et al. 445 
Adiposity and cardiovascular risk factors in a large contemporary population of pre-446 
pubertal children. Eur Heart J. 2010;31: 3063-3072. 447 
19. Skinner AC, Perrin EM, Moss LA, Skelton JA. Cardiometabolic risks and severity of 448 
obesity in children and young adults. N Engl J Med. 2015;373: 1307-1317. 449 
20. Torrance B, McGuire KA, Lewanczuk R, McGavock J. Overweight, physical activity 450 
and high blood pressure in children: A review of the literature. Vasc Health Risk 451 
Manag. 2007;3(1): 139-149. 452 
21. Lawlor DA, Benfield L, Logue J, Tilling K, Howe LD, Fraser A, et al. Association 453 
between general and central adiposity in childhood, and change in these, with 454 
cardiovascular risk factors in adolescence: Prospective cohort study. Brit Med J. 455 
2010;341. 456 
22. Bekkers MBM, Brunekreef B, Koppelman GH, Kerkhof M, de Jongste JC, Smit HA, 457 
et al. BMI and waist circumference; cross-sectional and prospective associations with 458 
blood pressure and cholesterol in 12-year-olds. PLoS ONE. 2012;7. 459 
23. Berentzen NE, van Rossem L, Gehring U, Koppelman GH, Postma DS, de Jongste JC, 460 
et al. Over-weight patterns throughout childhood and cardiometabolic markers in early 461 
adolescence. Int J Obesity. 2016;40: 58-64. 462 
 25 
24. Macdonald-Wallis C, Solomon-Moore E, Sebire SJ, Thompson JL, Lawlor DA, Jago 463 
R. A longitudinal study of the associations of children’s body mass index and physical 464 
activity with blood pressure. PLoS ONE. 2017;12(12): e0188618.  465 
25. Grundy SM. Primary prevention of coronary heart disease: integrating risk assessment 466 
with intervention. Circulation. 1999;100: 988-998. 467 
26. Fagard RH. Exercise is good for your blood pressure: effects of endurance training and 468 
resistance training. Clin Exp Pharmacol Physiol. 2006;33: 853-856. 469 
27. Dickinson HO, Mason JM, Nicolson DJ, Campbell F, Beyer FR, Cook JV, et al. 470 
Lifestyle interventions to reduce raised blood pressure: A systematic review of 471 
randomized controlled trials. J Hypertens. 2006;24: 215-233. 472 
28. Artinian NT, Fletcher GF, Mozaffarian D, Kris-Etherton P, Van Horn L, Lichtenstein 473 
AH. Interventions to promote physical activity and dietary lifestyle changes for 474 
cardiovascular risk factor reduction in adults: A scientific statement from the American 475 
Heart Association. Circulation. 2010;122: 406-441. 476 
29. Mark AE, Janssen I. Dose-response relation between physical activity and blood 477 
pressure in youth. Med Sci Sports Exerc. 2008;40: 1007-1012. 478 
30. Owen CG, Nightingale CM, Rudnicka AR, Sattar N, Cook DG, Ekelund U, et al. 479 
Physical activity, obesity and cardiometabolic risk factors in 9- to 10-year-old UK 480 
children of white European, South Asian and black African-Caribbean origin: the Child 481 
Heart And health Study in England (CHASE). Diabetologia. 2010;53: 1620-1630. 482 
31. Gidding SS, Barton BA, Dorgan JA, Kimm SY, Kwiterovich PO, Lasser NL, et al. 483 
Higher self-reported physical activity is associated with lower systolic blood pressure: 484 
the Dietary Intervention Study in Childhood (DISC). Pediatrics. 2006;118: 2388-2393. 485 
 26 
32. Leary SD, Ness AR, Smith GD, Mattocks C, Deere K, Blair SN, et al. Physical activity 486 
and blood pressure in childhood: findings from a population-based study. Hypertens. 487 
2008;51: 92-98. 488 
33. Boreham C, Twisk J, van Mechelen W, Savage M, Strain J, Cran G. Relationships 489 
between the development of biological risk factors for coronary heart disease and 490 
lifestyle parameters during adolescence: The Northern Ireland Young Hearts Project. 491 
Public Health. 1999;113(1): 7-12. 492 
34. Chaput JP, Saunders TJ, Mathieu ME, Henderson M, Tremblay MS, O’Loughlin J, et 493 
al. Combined associations between moderate to vigorous physical activity and 494 
sedentary behaviour with cardiometabolic risk factors in children. Appl Physiol Nutr 495 
Me. 2013;38: 477-483. 496 
35. de Moraes AC, Carvalho HB, Siani A, Barba G, Veidebaum T, Tornaritis M, et al. 497 
Incidence of high blood pressure in children – effects of physical activity and sedentary 498 
behaviors: the IDEFICS study: high blood pressure, lifestyle and children. Int J Cardiol. 499 
2015;180: 165-170. 500 
36. Giussani M, Antolini L, Brambilla P, Pagani M, Zuccotti G, Valsecchi MG, et al. 501 
Cardiovascular risk assessment in children: Role of physical activity, family history 502 
and parental smoking on BMI and blood pressure. J Hypertens. 2013;31: 983-992. 503 
37. Hay J, Maximova K, Durksen A, Carson V, Rinaldi RL, Torrance B, et al. Physical 504 
activity intensity and cardiometabolic risk in youth. Arch Pediatr Adol Med. 2012;166: 505 
1022-1029. 506 
38. Knowles G, Pallan M, Thomas NG, Ekelund U, Cheng KK, Barrett TT, et al. Physical 507 
activity and blood pressure in primary school children: a longitudinal study. Hypertens. 508 
2013;61: 70-75. 509 
 27 
39. Vaisto J, Eloranta AM, Viitasalo A, Tompuri T, Lintu N, Karjalainen P, et al. Physical 510 
activity and sedentary behaviour in relation to cardiometabolic risk in children: Cross-511 
sectional findings from the physical activity and nutrition in children (PANIC) study. 512 
Int J Behav Nutr Phy Act. 2014;11. 513 
40. Vale S, Trost SG, Rego C, Abreu S, Mota J. Physical activity, obesity status, and blood 514 
pressure in preschool children. J Pediatr. 2015;167: 98-102. 515 
41. Veijalainen A, Tompuri T, Haapala EA, Viitasalo A, Lintu N, Vaisto J, et al. 516 
Associations of cardiorespiratory fitness, physical activity, and adiposity with arterial 517 
stiffness in children. Scand J Med Sci Sports. 2016;26: 943-950. 518 
42. Klesges RC, Haddock CK, Eck LH. A multimethod approach to the measurement of 519 
childhood physical activity and its relationship to blood pressure and body weight. J 520 
Pediatr. 1990;116: 888-893. 521 
43. Boreham C, Twisk J, Neville C, Savage M, Murray L, Gallagher A. Associations 522 
between physical fitness and activity patterns during adolescence and cardiovascular 523 
risk factors in young adulthood: the Northern Ireland Young Hearts Project. Int J Sports 524 
Med. 2002;23 suppl 1: S22-S26. 525 
44. Brage S, Wedderkopp N, Ekelund U, Franks PW, Wareham NJ, Andersen LB, et al. 526 
Features of the metabolic syndrome are associated with objectively measured physical 527 
activity and fitness in Danish children: the European Youth Heart Study (EYHS). 528 
Diabetes Care. 2004;27: 2141-2148. 529 
45. Lazarou C, Panagiotakos DB, Matalas AL. Lifestyle factors are determinants of 530 
children’s blood pressure levels: the CYKIDS study. J Hum Hypertens. 2009;23: 456-531 
463. 532 
 28 
46. Jago R, Sebire SJ, Wood L, Pool L, Zahra J, Thompson JL, et al. Associations between 533 
objectively assessed child and parental physical activity: A cross-sectional study of 534 
families with 5-6 year old children. BMC Public Health. 2014;14. 535 
47. Jago R, Thompson JL, Sebire SJ, Wood L, Pool L, Zahra J, et al. Cross-sectional 536 
associations between the screen-time of parents and young children: differences by 537 
parent and child gender and day of the week. Int J Behav Nutr Phys Act. 2014;11: 54.  538 
48. Jago R, Solomon-Moore E, Macdonald-Wallis C, Sebire SJ, Thompson JL, Lawlor DA. 539 
Change in children’s physical activity and sedentary time between year 1 and year 4 of 540 
primary school in the B-PROACT1V cohort. Int J Behav Nutr Phys Act. 2017;14: 33.  541 
49. Jago R, Salway R, Emm-Collison L, Sebire SJ, Thompson JL, Lawlor DA. Association 542 
of BMI category with change in children’s physical activity between ages 6 and 11 543 
years: a longitudinal study. Int J Obes. 2020;14:104-113. 544 
50. Lee CG, Park JW, Moon JS, Kim NS, Kim KH. Age effects on the differences between 545 
Omron HEM 907 blood pressure monitor and manual mercury sphygmomanometer 546 
blood pressure readings. J Korean Soc Hypertens. 2011;17(3): 114-124. 547 
51. National High Blood Pressure Education Program Working Group on High Blood 548 
Pressure in Children and Adolescents. The fourth report on the diagnosis, evaluation, 549 
and treatment of high blood pressure in children and adolescents. Pediatrics. 2004;114: 550 
555-576.  551 
52. Cole TJ, Freeman JV, Preece MA. Body-mass index reference curves for the UK, 1990. 552 
Arch Dis Child. 1995;73: 25-29. 553 
53. Evenson KR, Catellier DJ, Gill K, Ondrak KS, McMurray RG. Calibration of two 554 
objective measures of physical activity for children. J Sports Sci. 2008;26: 1557-1565.  555 
54. Rubin DB. Multiple imputation after 18+ years. J Am Stat Assoc. 1996;91: 473-489. 556 
 29 
55. Stamatakis E, Zaninotto P, Falaschetti E, Mindell J, Head J. Time trends in childhood 557 
and adolescent obesity in England from 1995 to 2007 and projections of prevalence to 558 
2015. J Epidem Comm Health. 2010;64:167-174. 559 
56. Cook NR, Cohen J, Hebert PR, Taylor JO, Hennekens CH. Implications of small 560 
reductions in diastolic blood pressure for primary prevention. Arch Intern Med. 561 
1995;155: 701–709.  562 
57. Sterne JAC, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. Multiple 563 
imputation for missing data in epidemiological and clinical research: Potential and 564 
pitfalls. Brit Med J. 2009;339. 565 
58. de Jong F, Monuteaux MC, van Elburg RM, Gillman MW, Belfort MB. Systematic 566 
review and meta-analysis of preterm birth and later systolic blood pressure. Hypertens. 567 
2012;59: 226-234. 568 
59. Cesa CC, Sbruzzi G, Ribeiro RA, Barbiero SM, Petkowicz RD, Eibel B, et al. Physical 569 
activity and cardiovascular risk factors in children: Meta-analysis of randomized 570 
clinical trials. Prev Med. 2014;69: 54-62.  571 
